Abstract
Introduction
Eclampsia is a multisystem disorder that involves vital organs and failure of these may lead to deterioration of maternal condition and hypoxia and acidosis of fetus resulting in high maternal and perinatal mortality and morbidity. Though globally the incidence has been reduced to 0.2-0.5 percent of all deliveries 1 , in Bangladesh the incidence is 5 percent of total pregnancies. 2 In Bangladesh, eclampsia is one of the five major causes of maternal mortality. Perinatal mortality rates serves as the most sensitive index of maternal and neonatal care 3 . Eclampsia is a major cause of stillbirth and neonatal death. Intrauterine growth retardation (IUGR), lowbirthweight (LBW), prematurity and neonatal asphyxia are the other consequences. Though a number of patients delivered a healthy baby with good outcome, perinatal mortality is high to the extent of 30-50 percent in eclampsia 4 . Dhaka Medical College Hospital (DMCH) is the biggest tertiary referral hospital having 1400 beds. There is a separate eclampsia unit with 10 beds. These beds are always overloaded and patients of all socioeconomic classes admitted here. There is a neonatal ward that is also over burdened and cannot receive all admissible babies. Due to limited availability and affordability sophisticated investigations usually used to assess the fetal and maternal condition was not possible. In this study attempt has been made to asses perinatal outcome of eclamptic patients.
Materials and methods
This prospective cross sectional observational study was carried out in the Eclampsia Unit in Department of Obstetrics and Gynaecology in Dhaka Medical College Hospital. Three hundred eclampsia patients who were admitted in the Eclampsia unit of DMCH and who stayed more than 48 hours after delivery, during the period from 1 st February 2001 to 31 st July 2001 were included in the study. Using pre-designed questionnaire informations were recorded. Relevant informations were collected from antenatal records, interviewing patient's attendants , observation and follow up during hospital stay. Convulsion was controlled by injection magnesium-sulphate unless contraindicated and hypertension controlled by injection hydralazine and other antihypertensives when required. Vaginal delivery was aimed but patients whose labour failed to progress or fetal distress developed, were delivered by caesarian section. Neonatal status of babies of eclamptic mother within 7 days of delivery were included in the study. Data were compiled and appropriate statistical analysis was carried out. Level of significance was considered when P value was <0.05.
Results
Perinatal outcome of 300 eclampsia patients were analyzed. Three hundred pregnancies resulted in 311births (11 set of twins). For the purpose of study intrauterine death and stillbirth were recorded as stillbirth cases. There were 42 (13.5%) fresh stillbirths (SB), 7 (2.3%) macerated intrauterine deaths (IUD). Stillbirth (fresh still birth and IUD) was 15.8%, i, e.158 per thousand live births and early neonatal death (END) was 41(13.2%), i, e.132 per 1000 live births; so perinatal mortality (SB+END) was found 290/1000 live births, 71.1% babies were discharged healthy. In a review of four different studies presented at the First International Conference of Obstetrics and Gynaecology held in Bangladesh, perinatal mortality in eclampsia varied from 31 to 41 percent 10 , and it appeared very high in comparison to general perinatal mortality rate in Bangladesh which at present is 70 per thousand livebirths 11 . In developed country, perinatal mortality in pre-eclampsia varied from 35 to 160/1000 5 . All of the cases were unregistered and 29 percent of them had no antenatal care (ANC); 53.3 percent had irregular ANC or were attending the hospital for the first time after being referred. Most of them came from low socioeconomic background.
In this study, 61.3 percent mothers were primipara. Previous studies also showed higher prevalence of primipara, 58 percent 12 and 71 percent 13 in two other studies, Primipara contributed to 71.59 percent of total PND. Thirty nine (13%) patients had no proteinuria, 97 % babies discharged healthy and among this group, 48 % patients had proteinuria > 2+ and PND was about 33 %. Stillbirth was high among > 2+ proteinuria group. The difference was statistically significant (P < 0.001). But in other studies patient with massive proteinuria delivered significantly earlier than patient with mild proteinuria and infants had significantly lower birth weight 14 . Neonatal morbidity appears to be a function of prematurity rather than of 
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Discussion
During the six months study period, there were 5270 obstetric admissions of which, the number of massive proteinuria itself 14. Two hundred (66.7%) patients had diastolic blood pressure <110 mmHg, and PND in this group was 23 percent. Thirty-three percent patients had diastolic blood pressure >110 mmHg, and PND was 42 percent, which is statistically significant (P<0.01).
In the present study 148 patients had delivery <12 hours after convulsion and PND was 36 (24.3%). Eighty-three patients had convulsion delivery interval of > 12 hours, among which PND was 54 percent, which was statistically significant (P < 0.001). In the present study, incidence of PND was not significantly high in patients with high serum uric acid levels (> 6 mg/dl), which correlates with the findings of another study 15 . But in a study by Gopalan, patients with > 6 mg% serum uric acid had a higher incidence of stillbirth 16 .
Among the babies who were alive at birth (n=262), 34.7 percent had no neonatal complications and 27.5 percent had jaundice. This high incidence was due to large number of premature babies. About nine percent babies had septicaemia. In a study, neonatal respiratory distress syndrome was 48 percent among preterm babies. Prematurity also contributes to respiratory distress syndrome and jaundice 14 .
In DMCH as we did not had prompt biochemical, bacteriological or cardiotocographic facilities, so the exact cause of asphyxia, infection septicaemia, intraventricular haemorrhage, necrotizing enterocolitis could not be identified in most cases and diagnosis of END was clinical. In some cases, more than one cause was identified as the cause of death. Studies carried abroad showed prematurity and sepsis as major causes of neonatal death in eclamptic mothers 14 . In a study carried out in Bangladesh, asphyxia was a major cause of neonatal death with or without prematurity 7 .
Conclusion
Eclampsia is mostly preventable by early diagnosis and management of pre-eclampsia and hypertensive disease. As stillbirth, prematurity and birth asphyxia are most important causes of perinatal loss, so in eclampsia early referral of eclampsia patients, better obstetric management, early resuscitative measure and good neonatal care facilities can improve the perinatal outcome. Eclampsia is still major causes of perinatal loss in our country. Team management by obstetricians, neonatologists, pediatrician and anaesthesiologists in management of eclampsia will reduce the maternal as well as foetal loss in our facility.
